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HIV Seroprevalence in Migrant and Seasonal Farmworkers — 
North Carolina, 1987 


The prevalence of human immunodeficiency virus (HIV) was determined for 
patients attending a health clinic serving approximately 4500 migrant and seasonal 
farmworkers in North Carolina. From August 27 to October 27, 1987, all blood 
specimens routinely collected at the clinic for other purposes were tested for HIV 
antibody by enzyme immunoassay, with confirmation by Western blot; the speci- 
mens had no personal identifiers. They were also tested for syphilis antibody by rapid 
plasma reagin (RPR), with confirmation by the fluorescent treponemal antibody 
absorption (FTA-ABS) method. 

Four hundred twenty-six blood samples were collected. Eleven (2.6%) of the 426 
samples were HIV-antibody—positive (Table 1). All positive specimens were from 
persons 13-59 years of age. The highest age-specific prevalence (6.7%) was in the 
30—39-year age group. The HIV-antibody prevalence was more than twice as high for 
males (3.5%) as for females (1.5%). The prevalence for black males was more than 
twice as high (eight [5.9%] of 135) as that for black females at the same clinic (three 
[2.3%] of 128). Persons positive by RPR and FTA-ABS had higher rates of HIV infection 
(5.6%) than did those whose syphilis serologies were negative (2.2%). Only those 
differences in prevalence of HIV by race were statistically significant. 

Reported by: AE Rodman, JE Misak, MD, CL Taylor, MD, Tri-County Community Health Center, 
Newton Grove; DH Jolly, MPH, JM Owen-O’Dowd, North Carolina AIDS Control Program; 
JC Catignani, DrPH, PJ Baker, SM Jones, North Carolina State Public Health Laboratory; 
RA Meriwether, MD, JN MacCormack, MD, State Epidemiologist, North Carolina Div of Health 
Sves. Div of Field Svcs, Epidemiology Program Office; AIDS Program, Center for Infectious 
Diseases, CDC. 

Editorial Note: Estimates of the prevalence of HIV infection in migrant and seasonal 
farmworkers are limited. The transience of this population makes it difficult for 
health-care workers to assess the health status of these persons, who frequently may 
not have access to health care. This survey detected a relatively high prevalence of 
HIV infection among black migrant and seasonal farmworkers who were patients at 
one clinic in North Carolina. However, the observed rates may overestimate the 
prevalence of HIV in migrant and seasonal farmworkers because the 426 samples 
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tested may not be representative of the migrant and seasonal farmworker population 
as a whole (i.e., some of the blood specimens may have been drawn because of 
HIV-related symptoms or to detect sexually transmitted diseases). The results are 
consistent with other published reports (1-4 ). Additional data are required from other 
migrant and seasonal farmworker populations to document the extent of HIV 
infection and adequately target HIV prevention programs. 

Outpatient clinics provide the primary opportunity to estimate the HIV seropreva- 
lence in migrant and seasonal farmworkers seeking health care. CDC, in collaboration 
with the Migrant Health Program, Bureau of Health Care Delivery and Assistance, 
Health Resources and Services Administration, has initiated HIV seroprevalence 
surveys in eight clinics serving migrant and seasonal farmworkers around the 
country. Results obtained from these surveys will provide a basis for targeting 
appropriate HIV education, testing, and counseling services for this population. 
Migrant and seasonal farmworkers who are at increased risk and those with other 
sexually transmitted diseases (especially syphilis) should be encouraged to seek 
counseling and testing for HIV. Other innovative outreach programs will be particu- 
larly important for this difficult-to-reach population. 


References 
1. Ward JW, Kleinman SH, Douglas DK, Grindon AJ, Holmberg SD. Epidemiologic characteris- 


tics of blood donors with antibody to human immunodeficiency virus. Transfusion 
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TABLE 1. Number and percent of HiV-seropositive migrant and seasonal farm- 
workers, by patient characteristics — North Carolina, 1987 


Patient No. No. (%) 
characteristic screened positive 
Age* (yrs) 








=12 
13-19 
20-29 
30-39 
40-49 
50-59 
=60 
Sex 
Male 
Female 
Syphilis serology 
RPR and FTA-ABS positive 
RPR or FTA-ABS negative 
Race/ethnicity 
White 
Black 
Hispanic 
Total 
*Age unknown for 1. 
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Acute theumatic Fever among Army Trainees — 
Fort Leonard Wood, Missouri, 1987-1988 


In February 1988, the Office of the Army Surgeon General was notified of two cases 
of acute rheumatic fever (ARF) and four cases of suppurative axillary lymphadenitis 
associated with group A B-hemolytic streptococcus (GABHS) infections among 
soldiers who recently completed training at Fort Leonard Wood, Missouri. An 
investigation was conducted in March 1988 to determine the extent of ARF and 
GABHS among soldiers and their dependents at Fort Leonard Wood. 

A retrospective records review revealed that from February 1987 through February 
1988, 10 soldiers assigned to Fort Leonard Wood were hospitalized with ARF*; four 
additional patients developed signs and symptoms of ARF within 5 weeks of transfer 
to other army posts. Thirteen of the cases occurred from October 1987 through 
February 1988. Eight patients had carditis, 12 had polyarthritis, one had erythema 
marginatum, and one had subcutaneous nodules. Eleven had had a positive throat 
culture for GABHS, and 11 had an elevated antistreptolysin O titer. Neighboring 
hospitals and health departments reported no ARF cases among civilians during the 
same period. 

An investigation based on data from routine hospital surveillance showed that 
hospitalization rates for acute respiratory disease (ARD) had also increased during the 
fall of 1987 among personnel in basic training (Figure 1). A review of records of throat 
cultures obtained from these patients indicated that recovery of GABHS increased 
from approximately 25% in late summer to more than 70% in early fal! (Figure 1). 
From October 1987 to February 1988, 22 patients were also identified with a 
peritonsillar abscess (more than a threefold increase compared with the correspond- 
ing period of the previous year). Most patients with peritonsillar abscess had throat 
cultures positive for GABHS. 

During the first week of March 1988, a questionnaire was administered to 735 basic 
trainees in six companies who were given physical examinations and who had throat 
cultures done; GABHS was recovered from 85 (12%). The prevalence of GABHS was 
1% in new arrivals but over 45% in trainees in their sixth week of training. GABHS was 
isolated from 49 (14%) of 362 trainees with signs of pharyngitis (a beefy red pharynx 
and enlarged cervical lymph nodes), compared with 36 (10%) of the 373 trainees 
without signs of pharyngitis. 

GABHS isolates from the ARF patients were not available for M-typing; however, 
of the 85 GABHS strains isolated during the survey, most had mucoid colony 
morphology, 74% were type M18, and 20% were type M3. Among the trainees with 
these GABHS-positive cultures, presence of type M18 was the only independent 


*A case of ARF was diagnosed if the patient had clinical syndromes meeting the modified Jones 
criteria. 
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Rheumatic Fever — Continued 


predictor of signs of pharyngitis. Convalescent serum samples were obtained from 
six of the patients with ARF; bactericidal antibodies to type M18 or type M3 strains 
were detected in only one. 

In response to the outbreak, benzathine penicillin was given once during the 
second week of March to all nonallergic soldiers in training at Fort Leonard Wood, 
and all new trainees are now treated on arrival. No further cases of ARF have been 
reported. Admissions to the hospital for ARD and the percentage of throat cultures 
yielding GABHS have decreased after institution of the prophylactic regimen. 
Reported by: GL Sampson, COL, MC, USA, RG Williams, COL, MC, USA, MD House, NE Wetzel, 
MD, Fort Leonard Wood Army Community Hospital, Fort Leonard Wood, Missouri. JF Brundage, 
MAJ, MC, USA, JG McNeil, MAJ, MC, USA, CD Magruder, CAPT, MC, USA, GC Gray, LCDR, MC, 
USN, Div of Preventive Medicine, Walter Reed Army Institute of Research, Washington, DC. 
Respiratory Diseases Br, Div of Bacterial Diseases, Center for Infectious Diseases, CDC. 
Editorial Note: The number of ARF cases seen by physicians in several areas of the 
United States where ARF data have been examined has increased recently (1-4 ). For 
example, in Utah, a high rate of the disease (11.8 cases/100,000 children 3-18 years 
old) was observed in 1985 (5). This rate was six times greater than annual rates for 
1977 through 1981 in Memphis, Tennessee (6), and 19 times greater than those for 
1971 through 1980 in suburban Los Angeles County (7). However, the Utah rate was 
similar to those reported in Baltimore from 1968 to 1970 (8) and in Olmstead County, 
Minnesota, from 1965 to 1978 (9). The report of an increase in cases of ARF at Fort 
Leonard Wood is similar to reports from civilian populations and a recent report from 
the Navy Training Center, San Diego, California (10). A marked increase in strepto- 


FIGURE 1. Rates of hospitalization for acute respiratory disease (ARD) and percent of 
recovery of group A £-hemolytic streptococcus (GABHS) in Army trainees, by week 
— Fort Leonard Wood, Missouri, 1987 and 1988 
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coccal pharyngitis and other suppurative streptococcal infections was observed in the 
military trainees coincident with each outbreak of ARF. Prophylactic use of penicillin 
in trainees to prevent ARF had been discontinued for several years at the Navy 
Training Center in San Diego before the outbreak there and at all U.S. Army facilities 
because of the absence of cases. 

The predominance of type M18 among GABHS isolated at Fort Leonard Wood and 
the association of this M-type with clinical signs of pharyngitis suggest that type M18 
may have caused the outbreak of ARF. Unfortunately, GABHS isolates were not 
available for typing from patients with ARF. The presence of mucoid strains and the 
association between mucoid colony morphology and type M18 GABHS have been 
described in Ohio, where an increase in ARF cases has also been observed (177). The 
lack of bactericidal antibody to type M18 or type M3 in all but one of the six patients 
with ARF is unexplained and suggests that either these M-types were not involved or 
that the bactericidal antibody response to these M-types cannot be used to determine 
their etiologic role. 

Although the Army closely monitors respiratory infections among basic trainees, 
an ARF outbreak was difficult to detect because of 1) the variety of clinical syndromes, 
2) the low clinical suspicion for diagnosing this disease, and 3) the latency from 
infection to the occurrence of ARF signs and symptoms, which caused at least four 
cases of ARF to appear at medical facilities removed from Fort Leonard Wood. 
Reduction of streptococcal pharyngitis and suppurative infections as well as ARF are 
the objectives of GABHS control programs for military trainees. Rapid detection of an 
increase in GABHS infections is requireci for control programs in the military not 
routinely using penicillin prophylaxis. Although mucoid colony morphology is an 
easily identifiable characteristic that has occurred coincident with reemergence of 
ARF in selected geographic areas, it is unknown whether this bacterial characteristic 
is important in the pathogenesis of ARF. Therefore, the presence of mucoid strains is 
not a valid criterion alone for reintroducing penicillin prophylaxis. The Army will 
continue to monitor cases of ARF and symptomatic trainees with GABHS-positive 
throat cultures to determine levels of activity. Surveillance data will also be used to 
determine a threshold level of GABHS disease for implementing prophylaxis. Rapid 
detection kits are useful for expediting identification of infected persons, but they 
should not be used as the only method to detect GABHS. 

State health departments are requested to notify the Respiratory Diseases Branch 
(RDB), Division of Bacterial Diseases, Center for Infectious Diseases, CDC (404) 
639-3021, of clusters of cases (two or more) of ARF. The Bacterial Reference 
Laboratory, RDB, serves as the national reference laboratory for serotyping strepto- 
coccal isolates from patients with known or suspected ARF. 
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TABLE |. Summary — cases of specified notifiable diseases, United States 


34th Week Ending Cumulative, 34th Week Ending 
Disease Aug. al Aug. 29, | Median | Aug. 27, | Aug. 29, | Median 
1988 1987 1 1988 1987 1 
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Acquired immunodeficiency Syndrome (AIDS) u* 136 20,661 12,702 4,944 
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Encephalitis: Primary (arthropod-borne 
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TABLE Il. Notifiable diseases of low frequency, United States 
Cum. 1988 











Anthrax - Leptospirosis (Hawaii 1) 
Botulism: Foodborne 16 Plague (N. Mex. 1) 
infant 22 Poliomyelitis, Paralytic 
3 Psittacosis (N.C. 1) 


Other 
Brucellosis (Mo. 1; Up.N.Y. 1) 41 Rabies, human 


Cholera Tetanus (Conn. 1; Up.N.Y. 1) 
Congenital rubella syndrome 3 Trichinosis 

Congenital syphilis, ages < 1 year 171 
Diphtheria - 














Because AIDS cases are not received weekly from all reporting areas, comparison of weekly figures may be misleading. 
Four of the 47 reported cases for this week were imported from a foreign country or can be directly traceable to a known 
internationally imported case within two generations. 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
August 27, 1988 and August 29, 1987 (34th Week) 

Aseptic sine Hepatitis (Viral), by type 
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TABLE lil. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 27, 1988 and August 29, 1987 (34th Week) 


Measies (Rubeola) Menin- 
indigenous imported* | Total 


41917 4st 62 3,367 84 1,835 1,477 160 


. 1 106 6 89 
7 : - - - 177 
. - - 17 

4 

3 

1 








Reporting Area 
































UNITED STATES 


NEW ENGLAND 
Maine 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

NJ. 

Pa. 


E.N. CENTRAL 


SEX eodu-nt 8 IBS F 


aw 


- 
1 &-He WOeANWN OG 

iN 

~& NSN 


= 
1 &@, 


W.N. CENTRAL 
inn. 

lowa 

Mo. 

N. Dak. 

S. Dak. 

Nebr. 

Kans. 


o&S SBRSSE 


— 


= @. an 


- 
~ 


S. ATLANTIC 
Del. 


B8.8s8-8a 


E.S. CENTRAL 
Ky. 

Tenn 

Ala 

Miss. 

W.S. CENTRAL 
Ark. 


La 
Okla 
Tex 


MOUNTAIN 
Mont. 


= a 
“oQ- 


~ 


n 
1OR. +. --@s 2G. nN 


— 


PACIFIC 
Wash. 
Oreg. 
Calif. 


Alaska 
Hawaii 


n-8 


noon so8zsk 


1 





*For measies only, imported cases includes both out-of-state and international importations. 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 27, 1988 and August 29, 1987 (34th Week) 


Toxic- Typhus Fever 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
August 27, 1988 (34th Week) 
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Measles — United States, 1987 


In 1987, a provisional total of 3655 measles cases was reported to CDC, a 42% 
decrease from the 6282 cases reported in 1986 (7 ) (Figure 1). The 1987 incidence rate 
was 1.5 cases/100,000 population, compared with 2.7 cases/100,000 population in 
1986. 

Detailed information was provided to CDC’s Division of Immunization, Center for 
Prevention Services, on 3652 cases. Of these, 3312 (90.7%) met the standard clinical 
case definition for measies,* and 1106 (30.3%) were serologically confirmed. The 
usual seasonal pattern was observed, with the peak number of cases occurring from 
February through May (weeks 4—24) (Figure 2). 

Three fourths (2759) of the cases were reported from New York City (469 cases) 
and seven states: California (809), Texas (452), New Mexico (318), Illinois (213), 
Missouri (190), New Hampshire (162), and Wisconsin (146). Incidence rates were 
>3.0/100,000 population in New York City (6.5) and eight states: New Mexico (21.5), 
New Hampshire (15.8), Montana (15.5), Delaware (5.1), Oregon (4.9), Vermont (4.8), 
Missouri (3.8), and Wisconsin (3.1). Forty-one states and 265 (8.4%) of the nation’s 
3138 counties reported measles cases, compared with 46 states and 347 (11.1%) 
counties in 1986. 

There were 76 outbreaks (i.e., five or more epidemiologically related cases), which 
accounted for 3165 (86.7%) cases. Seven outbreaks with more than 100 cases each 
accounted for 1877 (51.4%) cases. Eighty-three cases (2.3%) were known to be 
imported from other countries. Of these, 44 were in U.S. citizens. An additional 88 
(2.4%) cases were epidemiologically linked to imported cases within two generations 
of onset in the index patient. 


*Fever =38.3 C (=101 F), if measured; generalized rash lasting =>3 days; and at least one of the 
following: cough, coryza, or conjunctivitis. 


FIGURE 1. Measles, by year — United States, 1950-1987 
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In 1065 (29.2%) cases, the patients were <5 years of age (Table 1); 482 (13.2%) 
were <15 months of age (297 children <12 months of age and 185 children 12-14 
months of age). The 15—19-year age group accounted for 28.7% of all cases. The 
incidence rate of measles decreased from 1986 to 1987 in all age groups. The highest 
incidence rates occurred in 0—4-year-olds and 15—19-year-olds. 

Complications were reported in 445 (12.2%) cases. Otitis media was reported in 
209 (5.7%) cases; diarrhea, in 159 (4.4%); pneumonia, in 91 (2.5%); and encephalitis, 
in five (0.1%). Two hundred eighty-four (7.8%) of the reported patients were hospi- 
talized. Four measles-attributable deaths were reported (death-to-case ratio of 1.1 
deaths per 1000 cases) (2,3). 

Of the 2451 (67.1%) patients for whom setting of transmission was reported, 1296 
(52.9%) acquired measles in primary or secondary schools; 153 (6.2%), in medical 
settings; 141 (5.8%), in colleges or universities; 72 (2.9%), in child day care; 503 
(2.0%), at home; and 286 (11.7%), in a variety of other settings. 

A total of 1734 (47.5%) patients had been vaccinated on or after the first birthday, 
including 609 (16.7%) who were vaccinated at 12-14 months of age. One hundred 
sixty-nine (4.6%) had a history of vaccination before the first birthday, and 1749 
(47.9%) were unvaccinated. Of the 2101 school-aged children 5—19 years of age, 1506 
(71.7%) had been adequately vaccinated, including "79 (27.6%) who were vaccinated 
at 12-14 months of age. In contrast, of the 1065 p: school-aged children 0-4 years of 
age, 153 (14.4%) had been adequately vaccinatec. ‘ncluding 20 (1.9%) vaccinated at 
12-14 months of age (Table 2). 

Measles cases are classified as preventable or nonpreventable. A case is defined as 


preventable if it occurs in a person for whom vaccine is indicated by current 
recommendations (4,5 ). Of the 3652 cases, 1010 (27.7%) were classified as prevent- 
able (4) (Table 2). From 1986 to 1987, the absolute number and proportion of cases 
that were preventable through vaccination decreased in all age groups except those 
225 years of age. The highest proportion of cases that were preventable through 
vaccination occurred in adults 25-29 years old and in children 16 months—4 years old. 


FIGURE 2. Measles cases, by week of rash onset — United States, 1987 
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In contrast, fewer than one fifth of cases in school-aged children 5-19 years of age 
were preventable through vaccination. However, 40.1% of all preventable cases 
occurred in this age group. 

A total of 2642 cases were classified as nonpreventable. Of these, 1718 (65.0%) 
were in persons who had been vaccinated on or after the first birthday; 526 (19.9%) 
were in children too young for routine vaccination (<16 months of age); 216 (8.2%) 
were in persons with medical contraindications or exemptions under state law; 126 
(4.8%) were in persons older than the recommended age for vaccination (born before 
1957); 45 (1.7%) were international importations in non-U.S. citizens; and 11 (0.4%) 
were in persons with a prior physician diagnosis of measles (Table 3). 

Reported by: Div of Immunization, Center for Prevention Svcs, CDC. 

Editorial Note: The decrease in number of cases reported in 1987 reverses the trend 
of annual increases in measles incidence since the record-low year 1983, when 1497 
cases were reported. The number of cases reported in 1987 represents a 99% 


TABLE 1. Age distribution and estimated incidence rates* of measles — United 
States, 1986 and 1987 





Age group _ 1986 _ 1987" 
(yrs) No. (%) No.  (%) % Change 
04 2454 (39.2) 1065 (29.2) . —54.6 
5-9 675 (10.8) t 337 (9.2) ‘ -51.3 
10-14 1313 (21.0) ‘ 717 ~=—- (19.6) . -46.9 
15-19 1168 (18.7) . 1047 = (28.7) ¥ —11.1 
20-24 290 (4.6) ‘ 205 (5.6) —28.6 
>25 336 (5.4) ' 281 (7.7) —33.3 
Unknown 19 (0.3) - - - 
Total 6255 (100.0) ; 3652 (100.0) . —44.4 


*Cases per 100,000 population. 
*Provisional data for 1987. 











TABLE 2. Age distribution and preventability of measles cases — United States, 1986 
and 1987 





1986 1987* 
Preventable Preventable 

Age group No. (%) No. (%) 
<=15 mos 0 0 
16 mos-4 yrs 1019 (83.2) 345 (64.0) 
5-9 yrs 237 (35.1) 64 (19.0) 
10-14 yrs 318 (24.2) (16.3) 
15-19 yrs 372 (31.8) (21.4) 
20-24 yrs 290 213 (73.4) (60.5) 
25-29 yrs 170 119 (70.0) (87.0) 
>30 yrs 166 0 (6.7) 
Total 6236" 2278 (36.5) (27.7) 


*Provisional data for 1987. 
"in 1986, preventability status is not known for 19 cases. 
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reduction from the prevaccine era. Incidence rates in 1987 decreased from 1986 in all 
age groups; the largest decrease was in children <5 years of age. The overall decline 
observed in 1987 has continued into 1988; the provisional 1988 case count through 
week 27 is approximately 40% below the 1987 level. Reasons for the decline in 
measles cases may be multiple—secular trends, exhaustion of susceptibles in some 
areas from which large numbers of cases have previously been reported, or fewer 
importations in 1987. 

As in previous years, almost one third of cases reported were classified as 
preventable, i.e., patients were eligible for vaccination but unvaccinated. Many of 
these cases occurred in preschool-aged children living in inner-city areas. Innovative 
strategies are needed to increase immunization levels in these populations. 

Most cases reported in 1987, however, were classified as nonpreventable and 
occurred in school-aged children who had been vaccinated on or after the first 
birthday. Most of these cases probably result from primary vaccine failure, i.e., the 
failure to seroconvert following vaccination; there is little epidemiologic evidence to 
indicate that secondary vaccine failure or waning immunity is a major problem. The 
approximate primary measles vaccine failure rate of 5% (range 2%—10%) may provide 
enough susceptibles to sustain an outbreak among highly vaccinated populations (6 ) 
in some settings. Moreover, persons vaccinated at 12—14 months of age are at slightly 
higher risk for measles than are persons vaccinated at >15 months (7). 

The four deaths reported in 1987 are the first measles-attributable deaths reported 
to the Division of Immunization since 1985. All deaths occurred in immunocompro- 
mised patients, including two children with AIDS. Since large measles outbreaks have 


occurred in areas with high prevalence of human immunodeficiency virus (HIV) 
infections and since HIV-infected persons appear to be at increased risk for serious 
complications (3), the Immunization Practices Advisory Committee (ACIP) recom- 


TABLE 3. Classification of measles cases — United States, 1987* 


Classification No. % of total 
Nonpreventable 
Persons <16 mos of age 14.4 
Persons born before 1957 3.5 
Adequately vaccinated’ 47.0 
Prior physician diagnosis 0.3 
Non-U.S. citizens 1.2 
Exemptions 5.9 
Medical (22) 
Religious (59) 
Philosophic (108) 
Nonspecific (27) 
Subtotal 72.3 
Preventable 27.7 
Total 3652 100.0 
*Provisional data. 


"Does not include four adequately vaccinated patients born before 1957 and 12 adequately 
vaccinated patients <16 months of age. 
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mends that asymptomatic HIV-infected children be vaccinated with measles, mumps, 
and rubella (MMR) vaccine and that consideration be given to vaccinating sympto- 
matic HIV-infected children (8). 

A group of expert consultants was recently convened by CDC to consider the 
problem of continuing measles transmission in the United States. The consultants felt 
that the goal of measles elimination should be pursued. They reviewed the two 
predominant patterns of measles: 1) measles in unvaccinated preschool-aged chil- 
dren—a failure to implement the current strategy, and 2) infections in adequately 
vaccinated school-aged children —a failure of the current strategy. These two patterns 
require different solutions. Increased efforts are needed to vaccinate preschool-aged 
children. Vaccination schedules may need to be modified in selected high-risk areas. 
Proposed changes include lowering the recommended age for routine vaccination 
and/or instituting a two-dose schedule. Aggressive revaccination strategies may also 
be necessary to control outbreaks among highly vaccinated school-aged populations. 
These recommendations are being evaluated by ACIP. In the meantime, efforts 
should continue to ensure that all susceptible persons are vaccinated and that 
appropriate surveillance and outbreak-control procedures are practiced. 
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FIGURE |. Reported measles cases — United States, Weeks 30-33, 1982 
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